surgical site infection reduction bundle on the rate of surgical site infection. STUDY DESIGN: This was a retrospective study of all women (labored, unlabored, and scheduled) undergoing cesarean delivery at 23 weeks' gestation or greater at an urban hospital between 2012 and 2017. We excluded women with unknown race/ethnicity, chorioamnionitis, and emergency cesarean delivery. The surgical site infection reduction bundle included interventions such as routine prophylactic antibiotics (both cefazolin and azithromycin); chlorhexidine alcohol skin preparation; vaginal cleansing by povidone iodine; suture skin closure; and use of postoperative chlorhexidine soap. We examined the rate of surgical site infections (composite of cellulitis, endometritis, deep wound infection, and severe infections such as abdominopelvic abscess and maternal sepsis) occurring up to 6 weeks after cesarean delivery. Outcomes were compared between the preimplementation period (January 2013-August 2016) and postimplementation period (December 2016-December 2017) according to self-reported race/ethnicity. Multivariable logistic regression models were used to calculate adjusted odds ratios (OR) with 95% confidence interval (95%CI), adjusting for age, gestational age, rupture of membranes, and body mass index (kg/m 2 ). RESULTS: There were 4,509 and 962 cesarean deliveries in the preimplementation period and post-implementation period, respectively. These two groups had similar baseline characteristics except that women in the post-implementation period were older (P-value ¼.01). Compared to women who underwent cesarean delivery in the pre-implementation period, those in the post-implementation period had lower rates of surgical site infection both in black women (5.8% vs. OBJECTIVE: Contemporary approaches to monitoring quality of care in obstetrics often focus on comparing hospital cesarean delivery (CD) rates, with the implication being that higher CD rates are a marker of poor quality. Our group previously developed a risk prediction tool for nulliparous women who may require intrapartum CD. Five key predictors were identified (maternal age, maternal height, BMI, fetal abdominal circumference and fetal head circumference). The objective of this study was to ascertain if patient heterogeneity due to these factors between different participating hospitals (all tertiary referral centers) can account for the observed variation in CD rates. STUDY DESIGN: This is a secondary analysis of the GENESIS study. This was a large prospective study of 2,336 nulliparous singleton pregnancies recruited at seven hospitals. A heterogeneity score was then calculated for each hospital based on the five key predictors above. This was calculated as a cumulative score indicating if patients were above the relevant expected thresholds. RESULTS: Table 1 identifies the heterogeneity of high-risk patients between centers. The cutoff for each contributory parameter corresponds to the 90 th centile in the overall study population. We would expect to see 10% in each cell in the table if all centers had similar distributions. However, an unequal distribution of the highrisk patients across the centers was observed (p<0.001). The correlation between the CD rate and the center heterogeneity score was high (0.76, p<0.05). CONCLUSION: Different hospitals often have markedly different patient populations, as evidenced by the significantly different heterogeneity scores of high risk patients across the seven hospitals in this study. Our analysis also demonstrates a highly significant correlation between intrapartum CD rates and these heterogeneity scores, such that centers with a high heterogeneity score were more likely to have higher CD rates. We suggest that simple comparison of CD rates between different hospitals as a marker of care quality is inappropriate and that it will be necessary to allow for the marked differences in patient characteristics before interpreting such comparisons. OBJECTIVE: Among nationwide efforts to safely reduce nulliparous, term, singleton, vertex (NTSV) cesarean rates, the value of labor support from nurses has prompted discussion of the need to consider "nurse-specific cesarean rates". Calculation of nurse-specific rates is problematic due to the duration of labor and the difficulty of determining which nurse was primarily responsible for the delivery route. We present our strategy for deriving nurse-specific rates, using information available in the electronic medical record (EMR). STUDY DESIGN: Excluding scheduled cesarean deliveries, for every NTSV delivery in FY18 through April we extracted delivery route, cesarean indication, delivery time, time of maximum cervical dilation, time of first and last vital sign check for each nurse, time of first documentation of pushing and name of the delivery nurse from the EMR. We calculated the number of minutes between first and last vital sign check and summed all minutes spent with the patient for each nurse. The nurse spending the most time with the patient prior to complete dilation was designated 'Labor Nurse' . The nurse who first documented pushing with the patient was designated 'Pushing Nurse' . We present results for nurses with at least 10 NTSV deliveries during the study period. RESULTS: There were 2280 NTSV deliveries and 142 nurses provided care during labor; 85 met inclusion criteria. Figures 1 and 2 show the nurses with the 10 highest and lowest cesarean rates by labor vs pushing nurse role. Sharing the results with staff nurses, we were able to create a list of 'mentor nurses' for labor and pushing, and also identified a group of nurses that might benefit from remediation through observing mentor nurses. The data extracted from the EMR to carry out these analyses has been made into an auto-generated weekly report. CONCLUSION: Calculating nurse-specific cesarean rates is complex. We describe a feasible method based on existing information from the EMR. The data abstraction process can be automated and shared for ongoing quality improvement efforts. 
